It is well known that a history of constant or seasonal productive cough with intermittent episodes of more acute respiratory involvement and perhaps an occasional haemoptysis, coupled with the repeated findings of moist rales over a localized area of the lung fields, forms a diagnostic combination very suggestive of bronchiectasis. It is not so generally recognised that these features may exist in the absence of the latter condition, and it is the purpose of this paper to bring the matter to attention.
Interest in this problem was aroused when it was discovered that bronchography showed a normal bronchial tree in many patients in whom bronchiectasis had been confidently diagnosed from the history and physical signs. In cases of infected bronchiectasis the history may be very suggestive, but the most characteristic feature is the finding of localized moist rales when radiological examination has failed to demonstrate some obvious cause such as tuberculosis. In mild cases the rales may be absent for long periods, but they return during and after exacerbations of the disease. In all the cases considered below, in which bronchography failed to reveal evidence of bronchial dilatation, this cardinal sign of bronchiectasis, localized moist rales, was observed at periodic examinations extending over a time of at least one year.
There were 70 cases in the series, and all were examined by the writer.
SYMPTOMS AND COMPLICATIONS.
Cough was the most prominent symptom and was present in all cases, though in many it was slight for long periods. The amount of sputum produced was variable, but was never as great in amount as in advanced cases of bronchiectasis, and only occasionally had it an unpleasant odour. In the average case it was less than one ounce daily even during exacerbations, but a few patients at times produced as much as seven ounces.
It was, of course, impossible to estimate how much sputum was being produced by young children owing to their habit of swallowing it. Clubbing of the fingers was recorded in 17 patients (24%), 9 of them children under 10 years of age ; it was almost invariably mild in degree. Haemoptysis June, 1951 . For the past 18 years she had suffered from a productive cough worse in the mornings. During the past 9 months the cough had become more severe, and there was loss of weight and increasing dyspnoea. Examination revealed a sparely built woman comfortable at rest; the skin of the face was pink and the extremities warm. There was marked clubbing of the fingers. Numerous medium rales were heard over every part of the right and left lung fields. Physical examination of the cardiovascular system revealed no significant abnormality, but an E.C.G. showed left axis deviation and was suggestive of myocardial weakness. A chest X-ray revealed coarse miliary mottling throughout both lung fields, and tomography added no information of significance beyond establishing the presence of an emphysematous cyst in the right upper lobe. Several cultures of sputa failed to grow M. tuberculosis. Possible diagnoses were thought to be secondary carcinomatosis of the lungs, perhaps from a small primary in the thyroid, bronchiolitis fibrosa obliterans, or chronic bronchiolitis with associated focal fibrosis. The exhibition of antibiotics produced temporary relief, but dyspnoea eventually increased, and the patient died on 17th November, 1951. Post mortem examination revealed numerous small emphysematous bullae along the free edges of the lobes. On section there was a fine honeycombing of all lobes due to widespread bronchiolectasis and associated emphysema. The bronchioles and terminal bronchi were filled with yellow muco-pus. The walls of the larger bronchi were thickened and inflamed, but these bronchi were not dilated. 
